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ADARA 1978 CONFERENCE
Thursday, March 9, 1978, Group Session
Panel Presentation — Special Mental Health Needs of Deaf Adults
Organizer and Moderator:
Participants:
Dr. Kathryn Meadow, Director of Research
Kendall Demonstration Elementary School, Gallaudet College
Ms. Holly Elliott, Counselor-Therapist
University of California Center on Deafness, San Francisco
Mr. Steven Chough, Administrator
Mental Health and Hearing Impaired Program
St. Paul - Ramsey Hospital, St. Paul, Minnesota
Dr. Jerome Schein, Director
Deafness Research & Training Center
New York University
Dr. Hilde Schlesinger, Director
University of California Center on Deafness
San Francisco
Dr, Meadow: There is both good news and
bad news about mental health services for deaf
adults that we bring you today. Til give you the
good news first: in 1976, there were twelve
programs in the United States offering mental
health services specifically designed to serve
deaf people. These programs were serving
more than 700 deaf persons. In 1963, when the
first of these programs began in New York
State, there were zero programs serving zero
deaf persons. Thus, in a period of only thirteen
years, we have seen tremendous progress, and
this is indeed good news.
Now for the bad news. Based on estimates
of need suggested by the National Institute of
Mental Health, we should suspect that there
are at least 4,300 deaf persons who are not
receiving the mental health services they need.
There may be as many as 43,000 deaf persons
who need mental health services that are not
available. (These figures are quoted from T. J.
Gouldnes, ''Federal and State Mental Health
Programs for the Deaf in Hospitals and
Clinics,'* Mental Health in Deafness, 1977, 7,
13-17). This is very bad news for all of us in
terested in deafness and mental health.
Let us look for a few minutes at the kinds
of mental health services that are needed by
deaf people. For the most part, these services
are exactly the same kinds of services that are
needed by hearing people — and that are avail
able to hearing people on a very large scale!
Services include:
1) Psychiatric and psychological assessment
2) in-patient facilities
3) out-patient facilities
4) transitional facilities to help people who
move from in-patient to out-patient
services
5) consultation to community agencies
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(police, welfare, schools)
6) specialized services to special subgroups
within the deaf community, such as
racial, ethnic or sexual minorities, or
persons with problems related to drug
and alcohol abuse
7) public education programs to inform
members of the deaf community where
and how to receive needed services
8) community mental health centers that
can provide services within reasonable
geographic distances from patients'
homes
9) availability of a number of treatment
forms — individual, group, or family
therapy
10) finally, and to mind perhaps most im
portant — preventive mental health ser
vices. This means the provision of ser
vices to young deaf children and to their
parents so that future problems of
tomorrow's deaf adults may be pre
vented. Perhaps it is a part of the re
sponsibility of deaf adults to serve as
advocates for this particular area.
These are services that should be available
to all people, both deaf and hearing. There
are, however, two areas of need that deaf per
sons have in addition to those listed for hearing
persons:
1) interpreter services and interpreter train
ing for mental health professionals
2) mental health professionals who have
additional specialized training in work
ing with deaf patients and in the under
standing of social and psychological,
educational and linguistic consequences
of deafness.
It is a part of the good news about deafness
and mental health that I am able to introduce
to you the panel that will discuss some of these
mental health needs this afternoon. There are
six mental health professionals participating in
your program this morning. Among us, we
share seventy-five years of experience working
with deaf people. Even more important,
perhaps, is the fact that two members of our
group are themselves deaf and are here to par
ticipate as mental health professionals engaged
in the delivery of services to the deaf communi
ty. Holly Elliott and Steven Chough will
discuss two general areas of service needs that
have been somewhat neglected to date: Half
way houses and family counseling. Jerome
Schein and Hilde Schlesinger will discuss the
two special needs of the deaf community:
interpreters' training and specialized training
in deafness and mental health.
Miss Elliott: I am a counselor-therapist at
the University of California Center on Deaf
ness and I have a case load made up of deaf
children, adolescents and adults. I see these pa
tients in weekly therapy. My patients range
from moderately to severely emotionally dis
turbed, and sometimes they require hospitali-
zation or other support services. Occasionally
we have psychiatric emergencies that require
immediate hospitalization. I had one such
emergency yesterday morning. Twenty minutes
before I left the office for the airport to come
to this meeting, I had a phone call from the
husband of a patient who was out of control. I
told the husband to call an ambulance and take
his wife to Psychiatric Emergency at their local
hospital, although I knew that hospital had no
interpreter and little or no experience dealing
with a deaf patient. The last patient I saw in
the office yesterday morning was a young man
who is psychotic and dangerous to himself and
others. He has been in and out of three dif
ferent hospitals, but only briefly in each one,
as the hospital staffs did not know what to do
with him. He is presently living with his grand
parents and we are keeping our fingers crossed.
I had three hours on the airplane yesterday
afternoon to fantasize about the kind of sup
port services my patients need but are not
receiving. I fantasized a State Hospital with
satellite homes for psychotic deaf patients.
Each home accommodates six patients and the
houseparents are fluent in ASL. The hospital
support staff is available twenty-four hours a
day, and there are sign languaage interpreters
on call. This house is for deaf adult patients, so
we also need one (or two) for deaf children,
and that staff will include a qualified teacher
of the deaf who is experienced in working with
emotionally disturbed deaf children.
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But these are houses, not halfway houses.
What is a halfway house? Halfway to or half
way from? Am I fantasizing a house where a
deaf patient can make the transition from
hospital to community? Or am I trying to keep
the patient out of the hospital and in the com
munity? Going or coming — let's fantasize a
halfway house for moderately emotionally
disturbed deaf patients. The legal limit is six
patients; the house is in an urban area where
other support services (such as vocational
rehab) are available. The house parents are
fluent in ASL. The support staff includes psy
chologists who can evaluate, psychotherapists
who can treat, and a day treatment program —
perhaps the already existing program with sign
language interpreters, but since I am fantasiz
ing, let's make it a day treatment program
specifically for the deaf, like the S.A.I.D. pro
gram in Southern California. We can accom
modate thirty patients that way, in addition to
the six who live in the house. There will be no
time limits; my fantasy provides sufficient
houses so that the psychotic patient can stay as
long as necessary, maybe even years instead of
months. We will need an age limit, however,
which means we will also need houses for emo
tionally disturbed deaf kids who need more
structure, supervision and therapy than is
available in the dorm or at home.
But I still haven't mentioned the vast ma
jority, those deaf clients (not disturbed enough
to be called patients) who need transitional liv
ing centers on a time limited basis, to learn life
adjustment skills. The transitional halfway
house must have careful screening for admis
sion. There will be pressure from community
agencies to fill these houses with ''sick" clients
who have no other resources. If this happens
and the staff is not prepared to deal with
severely emotionally disturbed clients, the pro
gram will die.
Am I talking about fantasy or potential
reality? I don't know. It takes a lot more than
money to build the support services that are so
desperately needed. The hearing have these
services — why not the deaf? I can't supply the
answers, but I can ask the questions:
Where do you find qualified people to staff
these houses? How do you train them? Who is
responsible? Vocational Rehab? Community
Mental Health? The deaf community? All
three together?
When are we going to get started?
Dr, Meadow: While our interpreter is going
down to reverse-interpret from the floor, I
would like to introduce her to you and thank
her for helping us today. She is Mary Ann
Royster. In addition to being one of our most
skilled interpreters, she is herself a mental
health professional, serving as a Counselor in
the Counseling Center at Gallaudet College.
Mr. Chough: I am going to discuss with
you today the Mental Health Services for the
Hearing Impaired Program at St.Paul-Ramsey
Hospital. Our objectives are to alter the home
influences that contribute to the disorder of
one or more family members, that result from
both internal and external ramifications of
hearing loss; to work closely with family
members to improve the adjustment to
deafness and to help the family to accept the
hearing loss in the child. Our emphasis is on
the social factors that contribute to adjustment
problems and to understand the influence of
the family on the child's adjustment.
We find that frequently several members of
the family are disturbed to some degree, not
only the deaf child who is the immediate
reason for the family seeking mental health
services. Thus we must work to restore the
equilibrium of the family. The most common
problems we find in the children who are refer
red to us are: (1) interpersonal difficulties; (2)
explosive behavior; (3) school behavior prob
lems.
At MHHI we have seen an increase of 53
per cent in the outpatients served from 1976 to
1977. One-third of the outpatients come in for
family evaluation and counseling. We have
found that the higher is the social class of the
parents, the more motivated are they to seek
our help. In many cases, we find that the
school psychologists in special education pro
grams are not experienced enough in the ad
ministration of psychological tests to deaf
children. This is a serious need and concern
that we have.
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We have found that family therapy or
counseling may not be of maximum effective
ness unless the following programs are
developed in addition:
a) parental educational programs
b) consultation to schools
c) training for parents in communication
skills
d) a program to provide Big Brothers and
Sisters for deaf children
e) advocacy for parents
We believe that deaf children need deaf
adults as role models. This may be a special
lack for deaf children who attend non-
residential schools. It is imperative that hearing
parents take the opportunity to meet and
discuss with deaf adults in order to be more
realistic in their expectations and hopes for the
child. Parents should be invited to be on Ad
visory Committees to interact efficiently with
deaf professionals.
Fruitful evaluation and research could in
clude investigating the attitudes of hearing
parents toward deaf adults. We have observed,
for example, that many hearing parents are
very surprised, uncomfortable, or even
shocked, when they come to MMHI and
discover that they will be sitting down to talk
with a deaf professional. We would like to do
some systematic research and evaluations of
these first impressions.
It is our impression that hearing parents
often, either consciously or unconsciously, do
not want to.accept the fact that their deaf child
can do many things as well as his hearing
counterpart. This has a great effect on the
dynamics of family interaction. Another
observation that we have made is that deaf
children with greater intellectual potential have
been partly or completely neglected by both
their parents and their teachers. The gifted
deaf child is largely forgotten.
Dr, Schein: We are addressing a major
dilemma this morning: on the one hand, we
see an enormous network of mental health
facilities. We see hospitals, clinics, psycholo
gists, psychiatrists, social workers, all working
diligently. On the other hand, we see only a
handful of mental health facilities for deaf
people. Why is it, with these many facilities
available, that deaf people suffer from a lack
of services? The reason is, the communication
barrier between deaf people and the mental
health professionals who could serve them.
There are two parts to this communication
barrier. One relates to the fact that very few
mental health professionals can communicate
with deaf patients. The other related to the fact
that very few mental health professionals
understand the deaf culture. And when we talk
about disorders of mental health we are talking
primarily about cultural disorders.
Recently Section 504 of the Rehabilitation
Act of 1973 was signed. This legislation makes
every facility receiving any federal funding
responsible for accommodating all handi
capped people. They must have access to the
same facilities and the same services as non-
handicapped people. There is only one prob
lem with this law. The federal government tells
them that they must do this but they don't tell
them how it must be done. So let us examine
the problem of equal access to mental health
facilities.
There are two ways to approach the prob
lem of equal access:
1) We can train more professionals who can
communicate with deaf people and who under
stand the deaf culture. This is the long way. It
takes a great deal of time to provide this train
ing and to come up with the numbers of pro
fessionals who can do the job.
2) the other approach is to make personnel
and facilities available through sign language
interpreters. This is a faster way to achieve the
goal of equal access to mental health facilities,
but even so, this is not an easy answer.
Interpreting in a mental health situation is
an extremly complex skill. Interpreters need to
be able to function in the emotional climate
that is present in the counseling setting.
Reverse interpreting skills are even more im
portant in this situation than in some others.
The feeling tone of the client is important to
understand and to communicate. There are
specialized vocabularies that would be needed
by these interpreters. For example. Dr. Wood-
rick has discovered that there are few inter
preters who understand the large vocabulary of
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signs for sexual words and functions. This
vocabulary can be of great importance in the
counseling situation.
It is also necessary to train professionals in
how to utilize an interpreter. Many profes
sionals give too much responsibility to the in
terpreter, giving them a greater burder than
they are able to bear.
Another important aspect of our need is to
get research underway that will enable us to
evaluate counseling as it progresses with an in
terpreter or directly with the mental health
professional.
Above all, we must begin to move on all
fronts: to train more mental health profes
sionals, including deaf mental health profes
sionals, and to train interpreters - to work with
those who already are qualified as mental
health professionals. We must not accept the
lack of facilities and services for deaf people
but work to improve the situation that exists.
Dr, Meadow: You have just heard from the
Director of the first Research and Training
Center to be funded by Rehabilitation Services
Administration in the area of deafness. Next
you will hear from the Director of the second
and most recent Research and Training Center
in the area of deafness, funded by RSA only
last October. Before she speaks, however, I
would like to introduce to you a man in our au
dience who can be credited with a major por
tion of the responsibility for establishing these
two Centers, and for many other advances in
services for deaf people: Dr. Boyce Williams.
Dr. Schlesinger: A new Research and
Training Center for Deafness and Mental
Health was established at the University of
California in San Francisco last October. This
Center is an outgrowth of Mental Health Ser
vices for the Deaf that was established with a
pilot grant in 1966, and as an ongoing pro
ject in 1968. One reason for a special service
center for deaf people is that most people —
both professional and non-professional — are
uncomfortable with others whom they do not
understand. This is illustrated in the story
about the origin of the project that became the
University of California Center on Deafness.
One day when I was at San Francisco
General Hospital, before I was professionally
involved as a psychiatrist with deaf people, I
observed a distrubed deaf woman in the hall
way. She was disturbing four hearing psychia
trists who were gathered around her. I ap
proached the group and signed ''H-F* to the
young woman who immediately calmed down.
(The psychiatrists evaporated from the scene.)
Within a few days, news had spread in the deaf
community that there was a psychiatrist in San
Francisco who knew some sign language. Calls
for help began to pour in, and within a week 25
requests for service had been received.
Although deaf people have not been found to
have a higher rate of mental illness than com
parable groups of hearing people, they do
seem to have a higher rate of "problems of liv
ing." Thus, many of those first 25 referrals il
lustrated the kinds of problems that psychia
trists do not like to treat even if the patients
had normal hearing. These are patients who
have many many problems. Some have very
explosive kinds of behavior. They are not the
nice, comfortable, middle-class symptoms that
psychiatrists feel most comfortable with and
love to have as patients. Hearing people who
have these kind of symptoms do not always get
the kinds of services they need. They are
patients who make very slow progress and suf
fer many setbacks. They need an enormous
number of support services and demand
tremendous energy from the people who work
with them.
Like psychiatrists who work with hearing
patients, those who work with deaf patients
like to be able to work with people of all ages.
The younger the patient, the more likely is the
mental health professional to be able to treat
him or her successfully and to see results quick
ly.
Mental health work is difficult without in-
patient services and half-way houses, but these
facilities are very expensive, and facilities
always seem to have money difficulties. Thus,
the waiting list continues to be long and
finances still a problem. A few years ago, how
ever, the State of California finally agreed to
contract with our group to provide services for
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deaf patients. The reason the State made this
decision was that a large number of deaf peo
ple complained that they were not getting ser
vices equal to those of the rest of the popula
tion, and that if this did not change, they
would stop paying taxes. This was an effective
lobby. We are now able to provide services to
deaf patients on a sliding fee basis. We have
had patients as old as 75 years and as young as
five months (the baby was receiving preventive
mental health services). Our Center has been
committed to ongoing research, to try to
answer questions and to understand the prob
lems that lead deaf people to need our services.
Our new training program will be designed
for two groups of professionals: The first
group are those who already have training as
mental health professionals, but need to learn
sign language skills and to understand deaf
people. The second group are those who have
the skills to work with deaf people but need ad-
ditonal training in mental health. We hope to
work with both. It is interesting that those pro
fessionals with the least training traditionally
see the sickest patients. This is true for the
hearing community too. It is the welfare
workers who get the most difficult cases while
the psychiatrists are likely to work mostly with
patients who are operating fairly well in the
community.
We need your help as we develop plans for
our training programs. Write and let us know
your ideas for the kinds of programs you
would like to see. It is my hope that we will be
able to develop training at the doctoral levels
as I believe that there are a number of good
programs already established to train people at
the B.A. and the M.A. levels. Of course, train
ing doctoral students is a good deal more ex
pensive than other kinds of training, and we
already see that we will have a difficult time
doing this with the funding level under which
we are now operating. If we all work together,
I am confident that we will be able to develop
training that will provide better mental health
services for deaf people — the kinds of services
that will be emulated by the general communi
ty.
Dr. Meadow: I think that we have heard a
great deal of good news about mental health
services for deaf people this morning. Thanks
to each member of the panel, to our inter
preter, to our recorders, and to all of you for
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